Case presentation A 36-week gestation female was born to a 23-year-old G5P1122 by cesarean section because of non-reassuring fetal heart rate and breech presentation. Apgar scores were 1, 7 and 8 at 1, 5 and 10 min, respectively. The mother had poorly controlled insulindependent gestational diabetes mellitus. The infant's birth weight was 3905 g and was greater than the 90th percentile for gestational age. Her head circumference was 35 cm, and the length was 49.5 cm.
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Upon delivery, she was intubated during the resuscitation process for poor respiratory effort. She was transferred to the neonatal intensive care unit where septic workup was started, hypoglycemia was corrected and umbilical venous and arterial catheters were inserted. Radiographs including the abdomen and chest were obtained to verify the placement of catheters. The supine radiograph ( Figure 1 ) showed a linear lucency along right abdominal wall compatible with properitoneal fat. A left lateral decubitus radiograph (Figure 2 ) also demonstrated a linear lucency above the liver that was compatible with free air or properitoneal fat.
Denouement and discussion
The infant of a diabetic mother (IDM) can present with various classic findings on a plain radiograph. Findings such as skinfold thickness, macrosomia, cardiomegaly, hepatomegaly, fractures of clavicle and humerus, paralyzed diaphragm, sacral agenesis, hemivertebrae and absent femurs are all radiographic findings associated with IDM. 1 In utero, an IDM is exposed to increased level of maternal blood sugar, leading to fetal hyperglycemia, which results in increased fetal production of insulin. Insulin functions as an in utero growth hormone, which results in large for gestational age infants with increased body fat composition. 2 In such an IDM, a prominent properitoneal fat deposition would be expected. The radiological finding of pneumoperitoneum in a left lateral decubitus radiograph, that is, a radiolucent area between abdominal wall and liver, is similar to the properitoneal fat but has a very different clinical implication. In our infant, the linear radiolucency on abdominal radiograph represents an accumulation of adipose tissue that can be expected in an IDM. It is important to recognize this on a lateral decubitus radiograph because it can mimic peritoneal-free air. A simultaneous paired anteroposterior abdominal radiograph confirms the diagnosis of prominent properitoneal fat.
We wish to add to the radiographic findings of an IDMFthe prominent properitoneal fat line seen on anteroposterior and decubitus radiographs. It should be stressed that on isolated lateral decubitus, such a sign can be confused with peritoneal-free air. 3 Only an anteroposterior radiograph is necessary to rule out free air and confirm properitoneal fat.
Properitoneal fat can be confused with free air on a left lateral decubitus radiograph. An increase in fat deposition is expected in an IDM. A simple anteroposterior abdominal radiograph can distinguish between the two, and in our case confirms the benign finding.
